Background: Descriptions of the neuroanatomical distribution, clinical manifestations and aetiology of infarction of the anterior choroidal artery (AChA) vary in the literature. Foix's original syndrome identified features of contralateral hemiplegia, hemihypoaesthesia and homonymous hemianopia. Methods: Ten consecutive patients with probable isolated AChA distribution stroke confirmed on MRI were examined. We compared clinical features found against Foix's characteristic syndrome. Results: Six subjects were female and six had left hemispheric infarction. Subjects were younger than an unselected stroke register derived group (300 subjects) with cerebral infarct (mean 58.7 vs.70.2 years p = 0.03, t-test). Eight initially presented with hemiplegia, 7 with sensory loss but none with visual field deficit. Nine were identified with dyspraxia of motor and/or speech function during assessment. At discharge median modified Rankin score was 1.5 (range 0-3). Upper limb weakness was the most predominant persistent neurological finding (n = 7). This was characteristically more severe distally (mean MRC score 2.8 vs.3.5 p = 0.2 paired t-test). Aetiologically, 6 were cardioembolic and 4 were cryptogenic. On MRI review, only one AChA infarct involved the ipsilateral uncus and hippocampal region; the rest involved the region of the posterior internal capsule extending in an inverted cone shape into the white matter adjacent to the cella media, an area also commonly affected by M1 distribution Middle Cerebral Artery distribution infarction. Conclusion: In this series, hemiplegia and hemihypoaesthesia were found in the majority of subjects; hemianopia appears infrequent. Dyspraxia of speech and/or motor function seems to be a prominent feature and this is yet to be widely evaluated. If infarction volume is related to the degree of collateralisation within the M1 territory, then the AChA territory may be more susceptible to blood pressure variations. This may present important implications for the way these strokes are managed acutely. Rapid identification by emergent MRI may be warranted for suspected AChA strokes.
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